Although uterine fibroids are common, vaginal fibroids are very rare. We report one such rare case of a woman who presented with a big mass projecting in the vagina with complaints of dyspareunia, dysuria and passage of dark, altered collected blood per vaginum. Ultrasound and magnetic resonance imaging (MRI) reported it as a cervical fibroid. It was enucleated successfully through vaginal route and histopathology report confirmed diagnosis of benign vaginal leiomyoma. Diagnosis of vaginal leiomyoma is rather challenging and its complete removal should be done to prevent recurrence, rule out sarcomatous change and relieve symptoms.
INTRODUCTION
Uterine leiomyoma is a common gynecological disorder seen in the reproductive age group but vaginal leiomyoma is a rare occurrence and this case report will contribute to its literature. Cervical fibroids account for only 1 to 4% of all cases and primary vaginal fibroids are even rarer. 1 They are commonly seen in the age group ranging from 35 to 50 years and are usually solitary and not associated with leiomyomas elsewhere in the body. Diagnosis is challenging and histopathology clinches the diagnosis.
We report a case of vaginal leiomyoma which was initially reported as a cervical fibroid.
CASe RepORT
We report a case of a 40 years old female P1A1 who presented with a mass per vaginum for past 5 years. She had complaints of dyspareunia, discharge per vaginum, dysuria, incomplete voiding and feeling of pressure over the bladder since 5 years. For last 1 month, she had complaints of irregular bouts of dark, altered colored vaginal bleeding. She had a female child by lower segment cesarian section (LSCS) 12 years back for transverse lie and had one abortion about 10 years back.
On examination, her vitals were stable. On per abdominal examination, abdomen was soft, nontender and no mass felt. On per speculum examination, a huge mass was seen arising from the anterior vaginal wall while cervix could not be visualized. On palpation a smooth, round mass measuring 10 × 8 cm in diameter was felt arising from the right anterolateral wall of vagina ( Fig. 1 ). Upper limit of the mass could not be delineated. It was firm, nontender with restricted mobility. The mass had pushed the cervix high up laterally. Uterus size could not be assessed due to the vaginal mass.
On ultrasound, 10 × 8 cm hypoechoic mass was seen in upper part of vagina suggestive of a pedunculated cervical fibroid. Magnetic resonance imaging (MRI) was done which too suggested a cervical fibroid.
The tumor was enucleated completely through the vaginal route ( Fig. 2) . It was completely confined to the vagina and the cervix appeared free. Microscopic examination revealed well circumscribed vaginal leiomyoma with foci of necrosis and myxoid degeneration ( Fig. 3 ). Hysterectomy was not performed as patient had no menstrual symptoms. Postoperative period was uneventful and patient discharged in satisfactory condition.
DISCUSSION
Vaginal tumors are rare and include papilloma, hemangioma, mucus polyp and rarely leiomyoma. So far about 300 cases of vaginal leiomyomas have been reported in literature since the first detected case way back in 1733 by Denys de Leyden. 2 A few more case reports have been published recently with varied presentations.
Vaginal leiomyomas are commonly seen in 30 to 50 years age group. Cases have been reported in posthysterectomized as well as in postmenopausal women. 3 They usually present as a single well circumscribed mass arising from the anterior vaginal wall. Patient may be asymptomatic initially. Symptoms are due to the mass effect and depend on the location of the mass. They include lower abdominal pain, backache, dyspareunia, urinary retention, dysuria and menstrual abnormalities. Leron and Stanton reported a case of vaginal leiomyoma with symptoms of prolapse and urge incontinence. 4 Diagnosis by ultrasound and MRI may not be conclusive and vaginal fibroids are often wrongly reported as cervical fibroids or ovarian mass. A case of vaginal fibroid was reported which presented as a huge ovarian tumor in a postmenopausal lady, where diagnosis was confirmed only on laparotomy and histopathology. 3 Gowri et al have reported a case where a vaginal leiomyoma presented as a gluteal abscess with pus draining in the vagina. 5 Wide spectrum of symptom complex creates a clinical dilemma in diagnosis of vaginal leiomyoma.
The case reported here was diagnosed as a cervical fibroid on sonography and MRI. Examination too was not conclusive as the upper limit could not be reached. Decision of enucleation of the mass by vaginal route was taken. During surgery, the leiomyoma was found to be confined to the vaginal wall and the cervix could be seen separately.
The most effective approach to surgery depends on the size and location of the fibroid. This is either by abdominal or vaginal route. At times in some cases even an abdominoperineal approach may have to be employed.
The tumor must be removed enmass to prevent recurrence and for fear of malignant transformations. 5 These tumors are usually benign but leiomyoma of the vagina may undergo malignant change to become borderline malignancy or leiomyosarcoma. Omer Cobanoglu et al have reported a case where, after excision, a vaginal leiomyoma was diagnosed as malignant on biopsy. The patient then underwent total abdominal hysterectomy, bilateral salpingo-oophorectomy and total vaginectomy followed by chemotherapy, but died after 5 months due to recurrence. 6 Gupta et al reported an unusual case of vaginal fibroid presenting as an ovarian tumor in a postmenopausal lady and excision of the fibroid was done along with hysterectomy. 3 Thus, the approach to surgery and the need for hysterectomy in perimenopausal age group depends on the individual patient profile.
CONCLUSION
Benign vaginal leiomyoma may present as a vaginal mass with pressure symptoms or with varied presentation in different age groups. They should be excised completely to prevent sarcomatous change and recurrence. Enucleation and histopathological examination of 
